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Katherine Atcheson (00:05):
Hello and welcome to Clinical Chats, a podcast for sexual and reproductive health professionals. Clinical chats, formerly known as The Family Planning Files, is a program from the Clinical Training Center for Sexual and Reproductive Health, or CTC-SRH, formerly known as the National Clinical Training Center for Family Planning or NCTCFP, and is funded by the Office of Population Affairs in order to enhance the knowledge of Title X clinicians and other staff. In today's podcast, the first of a multi episode series on the role of Title X clinicians and preventing pregnancy associated mortality. We'll be discussing the definition, most common causes, contributing factors and incidents of pregnancy associated deaths. Our guest today is Maeve Wallace PhD. Dr. Wallace is a reproductive and perinatal epidemiologist whose research focuses on social, structural, and policy determinants of maternal and child health and health inequities. Dr. Wallace is currently an associate professor at Tulane University School of Public Health and Tropical Medicine, and associate Director of the Mary Amelia Center for Women's Health Equity Research, also at Tulane University.
(01:21):
Welcome to the podcast, Dr. Wallace. We're so excited to speak with you today. So to begin, we know that the CDC defines pregnancy related death as any death that happens between the beginning of pregnancy and the end of the first year postpartum from a cause related to the pregnancy, or it's a management, but not from accidental or incidental causes. But can you define what constitutes a pregnancy associated death versus a pregnancy related death and why it's important to distinguish between those two definitions?
Dr. Maeve Wallace (01:59):
Yes, sure. Well, first of all, thank you so much for having me on today. Delighted to be here. So as you said, a pregnancy related death is one that's due to causes related to the pregnancy or its management. So these are the primary obstetric causes of death. Things like hemorrhage, preeclampsia, hypertension, obstetric embolism, really clinical obstetric causes of death. And maternal mortality, very similar to pregnancy related mortality. The only difference between those two terms is that maternal mortality refers to death happening within 42 days from the end of a pregnancy. So the only difference there, again, these are all clinical obstetric causes of death, pregnancy related, extending out to one year postpartum while maternal mortality typically, the point there is 42 days from the end of pregnancy.
(02:47):
So then we have this other term pregnancy associated death, just to confuse things even further, but this is a sort of broader group of cases. So these are deaths of a person who is pregnant or up to one year from the end of pregnancy due to any cause. So pregnancy associated death includes all of those pregnancy related causes. So it might be an obstetric embolism or hypertension, but it also includes other things like suicide, homicide, car accidents, cancer, literally any other cause of death. And so they're overlapping and they're related, but it's really important that we have both of them because, for example, the CDC will report annual maternal mortality rates for our country. And these, again, are only counting those obstetric causes of death. But what we know from our work and other work is that some of those external causes, those violent deaths in particular, are happening with alarming frequency as well in this population. And so to be able to count those deaths and to be able to monitor really the true magnitude of loss of life that is happening among pregnant and postpartum people in this country, we use this concept of pregnancy associated death to sort of quantify the loss of life, and then also to monitor how well we're doing in preventing these deaths. So tracking how pregnancy associated mortality rates change over time.
Katherine Atcheson (04:09):
And that leads us really well into our next question. What are those top causes of pregnancy associated death in the US? You mentioned those incidental or violent causes.
Dr. Maeve Wallace (04:21):
Yeah. So ranking causes of deaths, actually not as straightforward as it would seem. So it sort of depends on how we group causes, but our work and others have shown homicide in particular is consistently among the top causes of death in pregnant and postpartum people. In the most recently available data nationally, we found that pregnancy associated homicide and pregnancy associated suicide exceeded mortality due to any single cause of obstetric deaths. So a higher mortality rate from homicide or suicide than from hypertensive disorders or from hemorrhage. Of course, when you combine all of those obstetric causes of death into a maternal mortality rate or a pregnancy related mortality rate, that's going to be higher than a homicide or a suicide rate. So again, we're always asked to rank these causes, but it really depends on how they're grouped and how we want to look at them. That being said, I think the point that we've shown homicides, suicide, drug overdose, these are happening at rates often exceeding rates of the leading causes of clinical obstetric death sort of warrants more attention on them.
Katherine Atcheson (05:26):
This may also be sort of a bit difficult or a gray area to answer, but the current incidence rate in the US of those pregnancy associated deaths, those clauses, do we know how many of those happen each year approximately, and how many of those would be considered "preventable"?
Dr. Maeve Wallace (05:49):
Sure. So most recent data that I've seen is the 2021 national mortality file. So there's always a bit of a lag in data, but this is, they're pretty consistent with what we've seen prior. So about 2,260 deaths that were pregnancies associated. So that's a death of a person who's pregnant or postpartum due to any cause. So we had over 2000 of those in that year. As you may know, the national maternal mortality rate was 33 deaths per 100,000 live births in 2021. And then we found in that same year, it was between 180 and 190 homicides. I don't remember the exact number, but a consistent rate that we've seen in the past few years is about five to five and a half deaths per 100,000 live births due to homicide. Suicide would've been similarly high around three deaths per 100,000 life births.
(06:39):
And so when we talk about preventability, this is sort of something that maternal mortality review committees decide upon after reviewing each case, was this something could have been done to prevent this case. So for those pregnancy related deaths, CDC aggregates all of the maternal mortality review findings and finds that about 80% were preventable. So again, the vast majority of these obstetric causes of deaths were preventable. And we talk about things like homicide and suicide, in my view, 100% preventable. Every homicide is a preventable death. There is no such thing as otherwise. And so that's sort of less of an issue when it comes to those violent causes.
Katherine Atcheson (07:20):
And you mentioned there's always been a little bit of a lag in the data, but have you and your colleagues seen how COVID may have affected these numbers at all? What sort of changes have you seen? And have we seen also any changes since things "opened back up" at the end of 2022?
Dr. Maeve Wallace (07:44):
Yeah. So what we saw in terms of maternal mortality, the CDC reported a sizable increase in maternal mortality that happened in 2021 compared to the four prior years of data that they had. So going back to 2018. And that, I think it's attributable to a lot of different reasons, as you sort of alluded to, the lack of availability of in-person healthcare, which is very important for prenatal care and postpartum care, as well as the sort of disruption in what we know to be root causes of maternal mortality. So economic inequality and lack of opportunity to have health insurance coverage via employment, and food insecurity and all of the sort of disruption to the social determinants of health. What I've seen attributed to the big increase in maternal mortality in 2021 as well is COVID itself. So in particular, that delta variant that was in circulation after the initial 2020 onset was particularly harmful for pregnant people. And so that, I think many deaths would've been attributed to the virus itself that year.
(08:48):
In terms of homicide, and I'll talk a lot specifically about homicide in terms of the pregnancy associated causes because that's where all of my work has been focused. But in homicide, we saw a big increase, right in 2020. And I think that that tracked along with the increase we saw in homicide of the general population in that year, just an increase in violence across the board. And also what we saw in terms of increase in severity of domestic violence or intimate partner violence because of the shelter-in-place orders because people were potentially isolated at home with an abuser. And so really risk of intimate partner violence related homicide of pregnant and postpartum people increasing right away in 2020. Unfortunately, it stayed elevated in 2021, and I've not seen the more recent data. I'm hopeful again, as you alluded to what's happened since we've opened back up and since things are sort of coming back online and available, is that we'll see a decline in these rates in the coming years.
Katherine Atcheson (09:47):
And do we see disparities in pregnancy associated deaths across perhaps racial and ethnic groups, age groups or other subpopulations? And what do those disparities look like?
Dr. Maeve Wallace (10:01):
Sure. So again, in terms of homicide, where I focus, we see broad racial inequities in terms of a disproportionate experience of death among black, indigenous and other people of color relative to white pregnant and postpartum people. This mirrors exactly what we see in terms of maternal mortality, pregnancy related mortality, the very similar racial inequity patterning. We also, in terms of homicides, see a really elevated rate in younger women in particular, and adolescent women especially. So this cuts across any race or ethnic identity. If you're a young adolescent woman, there's just higher homicide rates in that population relative to older pregnant and postpartum women. And so I think another key piece to highlight here is that we consistently find higher rates of homicide in the pregnant and postpartum population relative to homicide rates in just women of reproductive age who are not pregnant or postpartum. So the pregnancy itself being a really added stressor and added risk conferred on someone who might potentially experience fatal violence. And so that is especially true for adolescent women, that extra risk, they might experience an increase in severity of intimate partner violence has been shown to happen during pregnancy. And so that really a concern for younger pregnant women and girls.
Katherine Atcheson (11:22):
And as we all know, things, especially in public health, don't happen in a vacuum. How do issues that may crop up in pregnancy, so around mental health, substance use and misuse, you mentioned increase in intimate partner violence. How do those interact and compound each other and then contribute to the risk of a pregnancy associated death? Does experiencing one of these factors put a patient at risk of experiencing another, for instance?
Dr. Maeve Wallace (11:57):
Yeah. These conditions, as you said, they're very often co-occurring and they can compound the danger of a situation when it comes to a violent death in particular. I think it's not always, certainly not universally the case that one will confer or increase risk for another, or one is guaranteed to lead to the other, I should say. But certainly when we look at reviews of these cases, especially these violent cases, we find that there are multiple of these issues happening at once. Whether it's the victim who is a victim of intimate partner violence was experiencing that also had mental health issues. Or even in some of the pregnancy associated suicide cases, where we see those are also characterized by intimate partner violence. So it's not just homicide, but we see that in suicide. We see the substance use, again, not universally but happening in these cases in some of them from both the victim and the perpetrator or the decedent and their partner. More of, I think, of a situation than an individual level risk. It's the dynamic as well of what's going on in the home
Katherine Atcheson (13:05):
And moving a little bit back from say the individual patient, the individual household, how are social and structural factors in the US contributing to our current high rates of pregnancy associated death?
Dr. Maeve Wallace (13:21):
So yeah, this is sort of where I live as a social epidemiologist this far upstream, as we say in public health, to really look at how does really the social fabric of our society and the structure on which it's built and is continuing to function, shaping what we see in terms of trends in population health and in this population health and maternal mortality. So we know that the racial inequities that we see, both in terms of maternal mortality, obstetric clinical causes of death, as well as these pregnancy associated cases are due to structural factors and the context in which we live, which historically and ongoing is shaped by structural racism, sexism, economic inequality. All of these forces and their intersections that shape who has access to health promoting resources and opportunities, who is able to get a high quality education, obtain a well-paying job, live in safe housing, live in a safe neighborhood, have food on the table, all of these things that are really root causes of both maternal mortality and pregnancy associated mortality, things like homicide and suicide and violence, which the unequal access to these things is why we're seeing inequitable health outcomes.
(14:35):
And they're relevant before someone becomes pregnant, if they ever even become pregnant, during pregnancy, and then of course postpartum. And so it's always my goal to shed light on pregnancy associated mortality and these causes of death that are happening outside of a clinical setting. But also to really underscore the fact that if we can move far enough upstream and really focus on these structural factors, we can prevent both maternal or obstetric causes of death as well as violent deaths.
Katherine Atcheson (15:05):
Sort of moving away from the social, but also into the clinic because most of our listeners are Title X clinicians and other staff. Title X itself doesn't provide that obstetric care, but it sees patients who may be trying to get pregnant, who are at risk of an unplanned pregnancy, and also patients who may be postpartum, maybe even just a few weeks postpartum. What would be the role of clinicians who see patients in those contacts to really address pregnancy associated death, especially things like screening for those factors or anything like that?
Dr. Maeve Wallace (15:46):
Yeah. So about half of these pregnancy associated deaths are happening postpartum. So there's an opportunity right there, and a really critical role for anyone who would be encountering a postpartum woman, not necessarily an obstetric provider, could even be a pediatrician. Anybody who's coming in contact with the postpartum person, that's an opportunity to check in to do those screenings on, especially mental health, given what we know around postpartum depression and the elevated risks of that after birth, as well as screening for violence and screening for substance use and all of these other things. I think it's just as important to do that even before someone is pregnant, just as a provider to someone who could potentially become pregnant. And with this knowledge that we have around how pregnancy itself confers risk for increased severity of violence, heightened potential mental health crises, substance use. So with the knowledge that you might be seeing someone who you know will someday become pregnant, but have the opportunity to identify and sort of refer them to the services that they need. Identify the crises that they're having, the situations that they have at home, whether they're in a violent situation, with the knowledge that someday if and when they should become pregnant, those risks can really be heightened.
(17:06):
For people who provide prenatal care, obstetric providers or midwives, I always underscore the fact that this might be the only time a person is in contact with services or with healthcare if they are not seeing providers before pregnancy. And so that's an even more tight and critical window to identify what crises they might be experiencing and get them to services in where they otherwise might not be in healthcare connections at all, except for the fact that they're pregnant.
Katherine Atcheson (17:34):
So we've had a really fantastic conversation here giving kind of an overview of the problem of pregnancy associated death in the US, but it is just a taster. Where could clinicians or other Title X staff or anyone who listens to our podcast go to learn more about the new research and trends that you and your colleagues are doing related to pregnancy associated death in the US?
Dr. Maeve Wallace (18:03):
Yeah. So definitely always recommend the CDC for your official counts and reporting of the pregnancy related and maternal mortality. They have been shedding more light recently on some of these pregnancy associated deaths, but a lot of that work remains in the scientific literature. So all of our publications are available on PubMed. They're publicly available because they are federally funded, and so you can access them there online. We also have our Mary Amelia Center website, which is womenshealth.tulane.edu, where we post all of our work.
Katherine Atcheson (18:38):
And before we say goodbye today, Dr. Wallace, if you could just give one top takeaway to our listeners as they return to their practice about addressing pregnancy associated death in the US, what would that be?
Dr. Maeve Wallace (18:53):
It would just be my encouragement of them to think even beyond their clinical expertise to understand and to potentially intervene on the whole person in front of them, whether that's the violence that they might be experiencing at home or the mental health crisis that they're dealing with, and sort of keeping all of that in mind as they're treating someone or trying to connect to someone to identify what needs that they have. Because clinicians are in such a powerful position to make contact and to make connection with someone who might not otherwise have a connection outside of their own home. And so just to really use that power to help in whatever way that they can.
Katherine Atcheson (19:33):
Well, thank you so much for joining us today, Dr. Wallace, and for sharing your time and expertise. For previous podcast episodes, search for Clinical Chats or subscribe to our show on iTunes, Google Podcasts, Spotify, or wherever you listen to podcasts. For transcript of this podcast as well as other online learning activities and continuing education opportunities, please visit our website at ctcsrh.org. While you're there, you can sign up to receive our newsletter, Clinical Connections, at the top of the page. You can also follow the Clinical Training Center for Sexual Reproductive Health on Twitter at CTC-SRH, all lowercase, and on LinkedIn. The CTC-SRH is funded by the Office of Population Affairs to provide continuing education, training, and technical assistance to Title X grantees, sub recipients and Service sites. And it is supported by DHHS grant number 5FPTPA 006031-03-00. This podcast is intended for informational purposes only and does not constitute legal or medical advice or endorsement of specific products.
(20:52):
Opinions expressed herein are the views of the contributors and do not necessarily reflect the official positions of the Department of Health and Human Services, or DHHS, Office of the Assistant Secretary of Health, or OASH, or the Office of Population Affairs, or OPA. No official support or endorsement by HHS, OASH, and/or OPA is intended or should be inferred. Theme music written by Dan Jones and performed by Dan Jones and The Squids. Other production support provided by the Collaborative to Advance Health Services at the University of Missouri, Kansas City School of Nursing and Health Studies. And finally, thank you to our listeners for tuning in today. We hope that you'll join us next time for another episode of Clinical Chats.
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